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When the beginning of October was compared with midNovember there was an increase of over 300% in people attending the clinic who required counselling for the HIV antibody test. By the end of December this had fallen slightly, but with the surge in publicity at the end of February we are expecting a further dramatic increase in requests for testing. Our clinic staff, in particular the health advisers, are working under enormous pressure at present. We do not foresee our workload decreasing, rather the opposite. The recent increase in public awareness and anxiety about AIDS, which will probably continue with further public health education, surely indicates that it is time for an urgent reappraisal of staffing levels in clinics for sexually transmitted diseases. Disease, which it is the object of these arts to prevent and to cure, is denoted by disordered function: disordered function cannot be understood without a knowledge of healthy function; healthy function cannot be understood without a knowledge of structure; structure cannot be understood unless it be examined.7
References
Who, then, would provide subjects for anatomical inquiry: the living or the dead, the rich or the poor? A public choice must In the eight years between 1824 and 1832 the climate of opinion changed.
Parliament became increasingly receptive to the idea of legislation on the subject. Doctors had been convicted of receiving stolen bodies, and the proprietors of anatomy schools, all of which were then privately run, were increasingly fearful of riots. A horrifying escalation had occurred in the lengths to which illicit suppliers of anatomy schools were prepared to go to obtain their merchandise. Hitherto demand had been met, and lucrative income secured, by body snatching from graves. But in Edinburgh Burke and Hare, and later the London "Burkers" Bishop and Williams, were shown to have resorted to murder. Thomas Wakley of the Lancet referred to them as "trading assassins" and declared it "disgusting to talk of anatomy as a science, whilst it is cultivated by means . . . which would disgrace a nation of cannibals."'0 The 1832 Anatomy Act permitted those having lawful custody of dead bodies to donate them for dissection. The masters of poorhouses and hospitals could cut expenditure on pauper funerals by donating the bodies of patients too poor to provide for their own burial. By creating a cheap, legal, and institutionalised source of bodies, the Act led to the collapse of the body snatching trade. The Anatomy Act and the inspectorate it established are still in effect.
Although it seemed to offer a welcome end to grave robbery, the prospect of such legislation provoked strong popular opposition. Dissection had hitherto been a punishment administered by law only upon executed murderers. Now it was to be visited solely upon the destitute. Feelings were running high. In 1831-2 Great Britain was in the grip of its first ever epidemic of Asiatic cholera, which in its first year claimed over 30000 lives." 12 Moreover, agitation to gain franchise and parliamentary reform had generated national political ferment, which reached a climax in the Great Reform Bill of 1832. Although a huge mobilisation of popular opinion had succeeded in propelling an unwilling parliament towards reform, the line for voting rights was drawn at a £10 property qualification, which effectively defined and excluded the working classes."' The Reform Bill received its royal assent the day after Bentham died; the Anatomy Act followed within two months. Legislation in 1752 which had made dissection available as a punishment in all cases of murder had described dissection as a "Terror and peculiar Mark of Infamy." The 1832 Anatomy Act transferred this "terror" to the voteless and destitute poor. 14 Oration over the corpse Bentham died on 6 June 1832, while the Anatomy Bill was between its first and second readings in the Lords. Invitations were swiftly printed and distributed to a select number of followers and admirers:
Sir, It was the earnest desire of the late JEREMY BENTHAM that his Body should be appropriated to an illustration of the Structure and Functions of the Human Frame. In compliance with this wish, Dr Southwood Smith will deliver a Lecture, over the Body, on the Usefulness of Knowledge of this kind to the Community. The Lecture will be delivered at the Webb-street School of Anatomy and Medicine, Webb-street, Borough, Tomorrow, at Three o'Clock; at which the honour of your presence, and that of any two friends who may wish to accompany you, is requested.
Friday, 8th June, 1832.'5 Southwood Smith, a physician and non-conformist preacher, began by referring to Bentham as "foremost among the benefactors of the human race," the Newton of social philosophy. 16 He paid respect to the dead man's courage and to his abhorrence of the prejudice against dissection. Smith spoke tenderly of bereavement and of emotional attachment to the corpse: "For such feelings there is a foundation in the human heart. They belong to that class of feelings which require control, and sometimes, even, sacrifice." While he was speaking a thunderstorm broke, which shook the building. With a face "as white as that of the dead philosopher before him" he continued in a "clear unfaltering voice."'7 Bentham; he said, wished to set an example to others to rise above their prejudice. Between flashes of lightning, Southwood Smith turned full on his audience, among whom were leading political and intellectual figures, some ofwhom had steered the Anatomy Bill through parliament, and asked:
How is it to be expected that the uninstructed and ignorant ... will sacrifice their own feelings for the public good, when the best regulated shrink from the obligation? . . It is our duty, not by legislative enactments to force others to submit to that which we are unwilling should be done to ourselves, but to set the example of making a voluntary sacrifice for the sake of a good which we profess to understand and appreciate.
The Southwood Smith of 1832 who criticised so passionately the hypocrisy of his peers seems a different man from the one who had argued eight years earlier for a wholesale appropriation of the poorhouse dead. were carefully patched, and the auto-icon's stuffing repaired (fig 2) . 24 The perishable nature of the auto-icon was not foreseen by Bentham himself. In a paper written shortly before his death entitled "Auto-icon; or, farther uses of the dead to the living" he had envisaged that auto-icons would "supersede the necessity of sculpture."2 This extraordinary document has never been published, and has evoked puzzlement among scholars. Was it written tongue in cheek, or as a private manifesto? The paper is an extended consideration of the ways in which the creation of statues from the bodies of the dead-"auto-iconism"-could substitute for conventional burial on a large scale.
Lacking religious belief, Bentham gained its royal assent on 1 August 1832 bodies from workhouses took the place of those from gallows and graves. The time had already passed when the conscience of the intelligentsia could be appealed to on this issue with any hope of success. More than a century was to pass before bequests could again become a feasible source for dissection.34 (Accepted 6March 1987) Conference Report Seconds may count TESSA RICHARDS Thrombolytic treatment is being hailed as'the second major advance in the management bf patients with acute coronary thrombosis (the first was defibrillation). Its potential to reduce the mortality from a disease' that kills 160 000 people a year in Britain is well recognised.
by the pharmaceutical industry. ' It thus came as something of a surprise to hear, at a meeting organised by the British Heart Foundation, 'the British Cardiac Society, and The Royal Society of Medicine, that a recent survey of 1000 doctors who look after patients with myocardial infarction found that only 3% routinely gave thrombolytic treatment. Part of the problem is that streptokinase, the preparation. used most widely, does not yet have a licence for general use, although it will have within a few months. But there is also a suggestion that some doctors are yet to be convinced of the value of thrombolytic treatment.
This lack ofconviction is not from lack ofevidence on its efficacy. Several controlled studies carried out in the 1970s and three large recent studies show that thrombolytic treatment can reduce the early (21 day) mortality from myocardial infarction by about 18%24-provided that it is given within six hours of the onset of chest pain. The importance of early treatment is well shown in the GISSI (Gruppo Italiano per lo Studia della Streptchinasi nell'Infarto Micardico) study, in which the mortality of those treated within an hour was reduced by almost half.
Patients who seem to benefit most from thrombolytic treatment are those presenting with their first infarct, those under 65, and those with electrocardiographic evidence ofanterior infarction. The enthusiasts, however, believe that treatment should be given to anyone with clinical signs of infarction irrespective of the electrocardiographic changes as about a third of patients have equivocal changes in early electrocardiographs.
Costs unclear
Intravenous streptokinase (more practicable if slightly less effective than intracoronary streptokinase) has to be given as an intravenous infusion of 1 5 million units over one hour, but at about £80 for each treatment it is considerably cheaper than the possibly more effective alternatives: acylated plasminogen activator (which British Medical Journal, London WC1H 9JR TESSA RICHARDS, MRCP, MRCGP, assistant editor
